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HEMATOLOGY. 


JOHN J. SHEA, M.D., 
Memphis. 


The literature of hematology for the past year has offered 
but few new ideas, and the absence of the foreign journals 
depleted the list of contributors. The Rh blood factor has 
been studied by more authors than any other phase of the 
subject, with a reduction in the number of severe reactions 
following transfusions. 


RH BLOOD FACTORS. 


Eighty-five per cent of the white population possess posi- 
tive Rh factors, but if a patient with a Rh negative serum 
receives a transfusion of Rh positive cells, there will be devel- 
oped anti-Rh agglutinins in the recipient’s blood. This trans- 
fusion may be uneventful, but subsequent transfusions of Rh 
positive blood cells will be followed by agglutination of the 
Rh positive cells. Norcross: illustrates this same reaction 
when Rh negative mothers conceive an Rh positive fetus. 
The first child born may not have an erythroblastosis fetalis, 
but subsequent children will suffer and many die young or 
are miscarried before birth. Potter? examined 60 mothers 
giving birth to babies with this disease. Six of them had Rh 
negative blood, while six of the 59 infants and fetuses had 
Rh positive blood. Race* studied 50 families in which the dis- 
ease occurred and found 44 mothers to have Rh negative 
blood. No mother who bore an erythroblastotic baby subse- 
quently had a normal child. Early transfusions for these 
children are the only hope, expressed by Wiener and Wexler,* 
using Rh negative blood from group O donors. The mother’s 
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blood should be avoided because of the isoantibodies and the 
father’s Rh positive blood will be agglutinated. The best 
blood is an Rh negative blood of the same group as the 
mother’s. Kariher and Spindler’ recommended changing the 
nomenclature to hemolytic diseases of the newborn. Levine 
and Wong* studied 150 Chinese and found only one Rh nega- 
tive blood. 


Recently, the author attended a bleeder not of the true 
hemophilia type who required multiple transfusions. The 
reactions were increasing in severity to an alarming degree. 
Rh studies revealed that he was of the negative group and 
by limiting future blood to the Rh negative group, the reac- 
tions failed to follow subsequent transfusions. 


ANEMIAS. 


Pernicious Anemia: Cox’ contends that the atrophy of the 
glands of the fundus of the stomach is important and that 
total removal of the stomach is dangerous. Fox and Castle* 
suggest that the fundus and body of the stomach are the 
origin of the intrinsic factor necessary for the production of 
blood. The standard treatment remains the administration 
of liver extracts. Delikat® observed that some patients given 
intramuscular doses became sensitive though they had not 
been previously allergic. This sensitivity extended to all 
brands and types of liver extract. Merriman’ confirms the 
work of Delikat and suggests desensitization by the use of 
fractional doses of the extract. Harris and Harris" linked 
up sprue with pellagra and pernicious anemia and outlined the 
symptoms common to three conditions, especially those occur- 
ring in the mouth and on the tongue. 


HEMORRHAGE. 


The control of surface bleeding is being experimented with 
by the use of thrombin preparations. At present one com- 
mercial preparation is “Thrombin Topical” (Parke, Davis & 
Co.). The greatest value of this preparation in otolaryngol- 
ogy is its direct application to the persistent bleeders in the 
adenoid region. The contraction of the superior constrictor 
muscle plays an active part in the control of adenoid bleed- 
ing, and pressure should be applied to the adenoid region 
until the return of its power of contraction has followed the 
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cession of the general anesthetic. In children with paralyzed 
throats the use of a local coagulant is advised. In order that 
any of these preparations of thrombin be effective, the field 
should be made dry by pressure or the local application of 
adrenalin in order to give thrombin extract a chance to coag- 
ulate the blood within the vessels. 


Alt? and his associates administered red blood cell trans- 
fusions to 100 patients following severe hemorrhages with 
little or no reaction. In preparing the red cell suspension, 
500 cc. of donor blood were collected in a bottle containing 
50 cc. of 4 per cent sodium citrate and were thoroughly cen- 
trifuged. The plasma was aspirated and stored at 4° to 6° C. 
When the transfusion is administered, 500 cc. of this blood 
are diluted with 100 cc. of saline solution and given by the 
Baxter method. All transfusions should be checked for the 
Rh factor, as most of these severe reactions are the result of 
giving a positive Rh blood to a negative Rh patient. 


HEPARIN AND DICUMAROL. 


McLean,** in 1916, isolated an anticoagulant and, in 1918, 
Howell and Holt** named it Heparin. Originally, it was used 
only in physiological laboratories. Veterinarians appreciated 
that cattle were subject to hemorrhagic diseases. Schofield'* 
and Roderick"? independently reached the conclusion that it 
was due to the eating of spoiled sweet clover. Link** and his 
associates isolated a compound 3,3’-Methylenebis (4-hydroxy- 
coumarin) and gave it the name of Dicumarol.* 


Heparin occurs in many organs, especially in the liver and 
lungs, also in the mast-cells of Ehrlich. Heparin blocks the 
action of prothrombin in the plasma and its action is imme- 
diate but transitory. To be effective it should be given intra- 
venously and continuously by the drop method. This proce- 
dure is safe, due to the low toxicity of heparin. Repeated 


determinations of the clotting time will standardize the indi- 
vidual dosage. 


The anticoagulation properties of Dicumarol result from 
its ability to prevent the formation of thrombin by the liver 
and has no influence on the prothrombin already present in 


*Dicumarol is the collective trademark of the Wisconsin Alumni Research 
Foundation which controls the use thereof. It is as yet not commercially 
available in the United States. 
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the plasma. Its action is delayed but lasts for several days 
after the administration is discontinued. It is given orally 
and controlled by frequent repeated prothrombin time deter- 
minations, accepted dosage being 5 mg. per kg. of body 
weight and 1.5 mg. per kg. daily thereafter. The prothrombin 
time should not be beyond 19 seconds or, roughly, 25 per cent 
of normal. It should not be administered in cases of ulcer- 
ating or granulating wounds or patients having gross hepatic 
damage with or without jaundice. 


COMPARISON OF HEPARIN AND DICUMAROL 


Heparin Dicumarol 
Source Mast-cells of Ehrlich Spoiled sweet clover 
Mode of action Blocks action of prothrombin|Blocks formation of proth- 
rombin 
Onset of action Immediate Delayed 24-72 hours 
Duration of action) Transitory Prolonged 
Method of 
administration Intravenous Oral 
Toxicity That incidental only to That incidental only to 
hemorrhage hemorrhage 
Dosage Controlled by clotting time Controlled by prothrombin 
time 


The clinical application of either of these drugs is best 
seen in the abortion of an oncoming cavernous sinus throm- 
bosis. In order that the sulfonamides may be effective, the 
blood stream must remain patent, and these drugs, though 
acting differently, accomplish the same purpose. 


HODGKIN’S DISEASE. 

Jackson and Parker’ suggest three classifications: first, 
paragranuloma; second, granuloma; and third, sarcoma. The 
Reed-Sternberg bodies may be found in each of these groups 
and one type may change into the other with the passage of 
time, the transformation being from the benign to the malig- 
nant form. The first group have their initial involvement in 
the cervical lymph nodes, suggestive of pharyngeal infec- 
tions; the second group, granuloma, have inflammatory and 
neoplastic morphology ; the third type, sarcoma, seem to have 
a true neoplasm with uniform cellular constituents usually 
fatal and attacking the older groups of patients. The authors 
discuss the possibility of the tubercle bacillus as the etiology 
and contrast it to allergy and conclude that the etiology of 
Hodgkin’s granuloma has yet to be discovered. 


. 
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LEUKEMIA. 

Haden,”® of the Cleveland Clinic, identifies five principal 
types of leukemia as monocytic, acute myeloid, chronic mye- 
loid, acute lymphoid and chronic lymphoid. Acute cases 
occur before the age of 20 and the chronic usually after 40. 
The common site of suspected infection is usually oral or 
rectal. Oral infections are manifested as hypertrophy of the 
gums, and the condition is treated locally. Uniform enlarge- 
ment of one tonsil is to be considered leukemic until ruled 
out by a thorough blood study. 


LEUKOPENIA AND AGRANULOCYTOSIS. 

Mirick®”® reviewed 17 cases and added one additional 
instance where the toxic reaction to gold salts was a leuko- 
penia. Many authors, including Goldman, Applebaum and 
Antopol,* again report cases of agranulocytosis following 
the administration of the sulfa drugs. Of 17 fatal cases, the 
administration had extended for more than 10 days. Bethell** 
is of the opinion that the leukopenia is an allergic reaction 
and not dependent upon the total quantity of the sulfonamide 
medication or the amount contained in the blood. “There is, 
therefore, no substitute for the careful observation of the 
patient, including total and differential leukocyte counts, dur- 


ing and for some days after the administration of these 
drugs.” 


Day, et al.,** named a new factor in diet “vitamin M,” 
which will restore the normal percentage of leukocytes in a 
monkey with granulocytopenia, the result of nutritional defi- 
ciency. 

Derivatives of nucleic acid, pentnucleotides and yellow 
bone marrow retain their popularity in the treatment of 
agranulocytosis. 


Death of a patient with agranulocytosis is due to sepsis, 


which justifies the judicial administration of the sulfona- 
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LARYNGECTOMY FOR LARYNGEAL CANCER. | 
REVIEW OF 45. CASES.*+ 


JULIUS W. MCCALL, M.D., and W. G. STOVER, M.D., 
Cleveland. 


Until the advent of some as yet undiscovered chemical or 
biologic agent to combat cancer, surgery offers the best hope 
in treatment of carcinoma of the larynx. As Clerf' has so 
aptly stated it: “We do not cure cancer with surgery; we 
remove it.” Surgery, therefore, in cancer of the larynx must 
be thorough and complete, and hence radical. Many more 
patients would be saved if it were always remembered that 
there must be no compromise in dealing with carcinoma. 
Mackenty,? who was the first to demonstrate that results of 
total laryngectomy for cancer are worthwhile, emphasized 
the need for radical operation. As he pointed out, carcinoma 
of the larynx is nearly always of squamous cell type, and 
highly malignant, and with any procedure less radical than 
laryngectomy there is no assurance that the growth is com- 
pletely removed. 


Although Mackenty limited this operation to cases of 
intrinsic carcinoma and felt that growths of extrinsic type 
could not be successfully operated upon, we believe, from the 
results achieved with removal of some advanced and exten- 
sive growths, that many patients with extrinsic cancers of 
the larynx should not be refused laryngectomy. It would b 
preferable, of course, if all operations could be performed on 
intrinsic lesions; but in actual practice, a preponderance of 
extrinsic lesions is encountered. The results of extensive dis- 
sections and total laryngectomy in many cases more than 
justify the risk of the procedure. 


The most important objections to total laryngectomy that 
have been raised by those who advocate more conservative 
surgery are destruction of the normal air passage and loss 
of the speaking voice. Close observation of these patients 


*Read in an abbreviated form before the Akron Eye, Ear, Nose and 
Throat Society. 


+From the Departments of Otolaryngology, St. Luke’s Hospital and Huron 
Road Hospital, Cleveland. 
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after total laryngectomy has shown that the incidence of 
acute nasopharyngitis (the common cold) is far less than in 
persons with normal air passages. Whether this is due to 
placing the mucous membrane of the nose and pharynx at 
rest, or to lessened exposure to infection due to loss of normal 
inspiration and expiration, is not known. Very few cases of 
bronchitis have been seen in these patients, and where it did 
occur the infection was nearly always secondary to a symp- 
tomless acute maxillary sinusitis. None of the patients in 
this series has had pneumonia, and many of them have been 
exposed to all kinds of adverse weather conditions. 


In answer to the second objection, we can now give these 
patients reasonable assurance of a good esophageal voice, if 
they cooperate in carrying out preliminary exercises before 


operation and give sufficient time and effort to training after- 
wards. 


Voice Training: Twenty-four patients in this series were 
subjected to preliminary training for development of the eso- 
phageal voice before operation was performed. This proce- 
dure is now used routinely for all patients who are to have 
laryngectomy. Since the most crucial concern of the patients, 
next to survival, is ability to talk, postponement of the opera- 
tion for a week or so for the purpose of assuring them a good 
esophageal voice afterwards is justified. The procedure used 
has been described previously.* 


The esophageal voice results from timing and synchroniza- 
tion of movements of the lips, tongue and teeth, with ade- 
quate expulsion of air from the esophagus and pharynx. 
Definite narrowing of the cricopharyngeal space after laryn- 
gectomy creates sound vibrations when a sufficient volume of 
air is expelled from the esophagus; therefore, development 
of the esophageal voice is dependent on the patient’s ability 
to expel forcibly an adequate volume of air from the esopha- 
gus, which constitutes the act of belching. If this is not devel- 
oped, the patient will not be able to talk with an esophageal 
voice. It is much easier to learn to belch properly before the 
larynx is removed than afterwards. If training is delayed 
until after operation the glottic valve check to respiration is 
gone, and the patient usually explodes air from the trachea 
instead of the esophagus. 
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The surgeon should provide systematic training for acquir- 
ing the belching effort before operation. This is learned 
easily by some patients; others find it quite difficult. To aid 
in learning to trap air in the esophagus, carbonated drinks 
are prescribed. Patients are told to inhale deeply, then to 
cease active respiration while eructating air from the stom- 
ach and esophagus. The longer this is maintained, the greater 
the volume of air that will move up and down the esophagus. 


After operation, as soon as the feeding tube is removed, 
the patient is required to resume the belching effort. At first 
much more stress is placed on belching than on the effort to 
form words. The words “Oh,” “O. K.,” and “Hello” seem to 
be easiest to form. In the beginning the patient is tempted 
to try to form sentences and this should be discouraged, 
because progress is much more rapid with practice in form- 
ing one word at a time. When ability to form words has been 
mastered, it is easy to put phrases and sentences together. 


The greater the cooperation between surgeon and patient 
during the postoperative period, the better the results. The 
surgeon should see the patient often, for there are many 
times when he and his family are discouraged and need reas- 
surance. Few patients, however, neglect to make the neces- 
sary effort to develop an esophageal voice. It should be 
insisted that two or three hours a day be devoted to learning 
this skill. If the patient segregates himself from family and 
friends, he is more likely to practice diligently than if others 
are around. It is well to enlist the sympathy and cooperation 
of the wife in this undertaking, for she can do much to 
encourage and reassure the patient and to stimulate practice. 


Of the 24 patients in this series who had preliminary train- 
ing, only four failed to develop ability to speak with an eso- 
phageal voice after operation (Cases 17, 22, 25, 44). Most 
of the 21 patients who did not have preliminary voice train- 
ing were operated on before this regimen was initiated, and 
a few others were too old or too sick to make it feasible. In 
this group, only six developed a good esophageal voice with 
training and practice after operation. Despite the fact that 
the series is too small to be statistically significant, these 
results suggest strongly that preliminary voice training is 
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distinctly valuable in overcoming this most serious handicap 
incident to laryngectomy. 


Surgical Technique: In this series, the one-stage laryngec- 
tomy has been done, with subperichondrial dissection, as 
described by Crowe and Broyles,‘ severing the superior 
corum of the thyroid cartilage and removing the larynx from 
below upward. Troublesome oozing is overcome by injecting 
the mucous membrane of the trachea at the site of amputa- 
tion with 1 per cent novocain and adrenalin (15 minims per 
ounce). A good closure prevents leakage, lessens danger of 
cellulitis and shortens convalescence. After the larynx is 
removed and the pharynx closed, the wound is filled with a 
mixture of two parts sulfathiazole and one part sulfanila- 
mide. A Penrose drain and Dakin tubes are placed above and 
below, lateral to the incision, and the wound is irrigated 
through the Dakin tube with a 5 per cent sodium sulfathia- 
zole solution every six hours. About the sixth or seventh day, 
if there is no apparent pharyngeal leakage, the patient 
receives water to swallow. If the pharyngeal opening has 
closed, the feeding tube is removed. 


From 1936-1941, avertin and local anesthesia were used. 
Since 1941, avertin has been replaced by sodium pentothal 
intravenously, because the period of anesthesia is shortened 
and the dosage more easily controlled. Thus the dangers of 
atelectasis and other pulmonary complications are decreased. 
In the last two cases an intratracheal inflatable cuff, which 
prevents bleeding into the trachea and bronchi, has been 
used. This was suggested by B. B. Sankey, Chief Anesthet- 
ist at St. Luke’s Hospital, and promises to be a most help- 
ful adjunct. 


Results: The series reported includes results in 45 patients 
subjected to laryngectomy from 1936 to July, 1944. The sali- 
ent features of these cases are presented in Table 1. All but 
two of these patients had squamous carcinoma; the excep- 
tions were extensive chondroma. These two cases of chon- 
droma have been reported in a previous publication.’ During 
this same period, four laryngofissures were performed, and 
12 additional patients with cancer of the larynx were seen, 
whose lesions were too far advanced to permit laryngectomy, 
or who refused operation. In most of these instances, pal- 
liative tracheotomy was the only procedure that could be 
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used. One patient received radium treatment. During the 


same period also, nine patients had benign tumors removed 
from the larynx. 


In the forty-five cases in which laryngectomy was per- 
formed, there were no immediate postoperative deaths. One 
elderly patient (Case 27) died six days after he left the hos- 
pital of a “heart attack,” and another died in the hospital 
(Case 43) 20 days after operation of coronary thrombosis, 
which was proved by autopsy. Twelve patients died with 
recurrence or extension of the malignant process at varying 
periods after operation. Thirty-one patients are alive. Nine 
of these were operated on during the past year. Six have 
survived one to two years; three for two to three years; four 
from three to four years; three for four to five years; one, 
over five years; two, six to seven years, and one for eight 
years. Two of the living patients had chondroma. 


Of those who have survived more than five years, the can- 
cer was intrinsic in all instances. In two, only one vocal cord 
was involved, and in two both cords and anterior commissure 
were invaded. Of the six who have survived three to five 
years, the laryngeal growth was intrinsic and of well differ- 
entiated type, in two. In one of these the growth was rela- 
tively early, involving the right ventricle, cord and anterior 
commissure; in the other, a grade I squamous carcinoma 
involved the cords and intralaryngeal tissue. In the other 
four three-to-five-year survivals, the growth was primary in 
the hypopharynx in one, involved both cords with invasion 
of muscles and veins in another, was primary in the right 
cord in another, with extension to the left cord, pharynx, 
epiglottis and esophagus, and in the fourth the carcinoma 
arose from the base of the epiglottis on the laryngeal side. 
Two of these growths were of poorly differentiated histo- 
logic type. 


Of the patients now living, only one, as far as is known, 
has had a recurrence. This patient (Case 38) had a recur- 
rence a year and four months after operation, for which she 
received Roentgen treatments. At her last examination, 
eight months after Roentgen therapy, there was no evidence 
of malignant growth. Case 45 deserves some special com- 
ment, since the patient had an operation for laryngeal cancer 
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by another surgeon 12 years ago. Laryngofissure was per- 
formed at that time; the growth was intrinsic, grade II. 
Recently, at age 72, the patient had a recurrence or a new 
growth in the larynx, for which total laryngectomy was per- 
formed. This second growth was still intrinsic, and still diag- 
nosed by the pathologist as grade II squamous carcinoma. 


The sex incidence of carcinoma of the larynx is prepon- 
derantly male. In the 45 cases in this series, there were only 
five women. The sex ratio reported by others has varied from 
one to nine to one to fourteen.* 


The age distribution was similar to that previously reported 
by others. The majority of the patients were aged 50 to 70. 
One was under 40; seven, aged 40 to 50; 20, 50 to 60; 14, 60 
to 70, and three over seventy. 


Hoarseness was the outstanding symptom, and was present 
in all cases. In more advanced cases, dyspnea, cough and dys- 
phagia were present in varying degrees. As other authors 
have emphasized, every effort should be made to educate the 
public that persistent hoarseness is a serious symptom and 
should be investigated promptly. 


Discussion: As already mentioned, of the 43 cases of 
laryngeal carcinoma in this series, the majority of the lesions 
were of extrinsic type. There were 24 extrinsic and 19 
intrinsic growths. In view of the gravity of the prognosis 
in extrinsic lesions, the fact that 29 of the total group are 
alive and free from cancer, and that 11 have survived more 
than three years, and that four of the latter had extensive 
and invasive extrinsic lesions at the time of operation, makes 
the results at least encouraging. Of those who died of recur- 
rences, nine of the 12 patients had extrinsic lesions, several 
of them extremely advanced and extensive. Seven of this 
group died less than six months after operation. Three lived 
less than a year, and three lived one to two years after 
operation. 


There is still considerable difference of opinion as to the 
type of surgical treatment that should be used for cancer of 
the larynx. Laryngofissure is still advocated and used by 
many surgeons, but our experience indicates that the more 
radical procedure of laryngectomy is preferable in all cases, 


MC CALL & STOVER: LARYNGEAL CANCER. 665 


no matter how early or how limited the lesion may be. Our 
results also show that total laryngectomy and wide dissec- 
tion may produce effective results, even in some extensiv: 
and advanced cases of extrinsic carcinoma; hence we believe 
that the patient, if he is able to withstand the operation, 
should be given the chance that this procedure offers, even 
though the results are bound to be unsatisfactory in some 
cases. 


Although this opinion is somewhat more radical than that 
expressed by others, according to recent reports in the lit- 
erature there seems to be a definite trend toward more fre- 
quent performance of laryngectomy, with less emphasis on 
laryngofissure. Jackson and Blady’ state that lesions in 
which the growth is cordal but has reached the posterior end 
of the cord and produced impairment of motility or has 
extended subglottically, ordinarily call for total laryngec- 
tomy. They also advocate laryngectomy for lesions in which 
the tumor has invaded cartilage but not muscles, providing 
there are no metastases. Hammond* advocates laryngofissure 
for cordal lesions in the early stage regardless of the grade 
of malignancy, when there is free motility of the cords; but 
he advises laryngectomy for intrinsic lesions of low malig- 
nancy in the advanced stage, with fixation of vocal cords and 
also advises irradiation for extrinsic lesions. Cunning* uses 
laryngofissure only in cases having a relatively small growth 
on one cord which does not extend across the midline at the 
anterior commissure; for all others he performs laryngec- 
tomy. Clerf' reports 101 laryngectomies performed in 250 
surgical cases of cancer of the larynx and states that laryn- 
gectomy yields better results than laryngofissure in cases of 
subglottic cancer. 


Martin’ believes total laryngectomy is necessary for more 
advanced intrinsic cancers of the larynx. The growth may 
have deeply invaded the ventricle, extended into the ven- 
tricular bands across the anterior commissure to the opposite 
cord, up onto the posterior surface of the glottis or down 
into the subglottic region. In more extensive growths where 
there is some doubt as to the exact site of the growth, deci- 
sion for or against total laryngectomy should depend some- 
what on histologic study. Should the growth be grade I or 
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II, decision might be in favor of laryngectomy. If less dif- 
ferentiated and more anaplastic, irradiation or implantation 
of radium might be better. In view of this opinion, it is 
interesting to note that in our series, two patients with 
extrinsic lesions showing wide invasion, who have survived 
more than three years, had growths of poorly differentiated, 


highly malignant type, according to the pathologist’s diag- 
nosis. 


Peck, Maxwell and Lamberson’® in a total series of 170 
cases treated only 13 patients by total laryngectomy. They 
regard hemilaryngectomy as preferable in cases in which it 
is applicable. Figi'! also advocates a most conservative atti- 
tude in surgical treatment of cancer of the larynx. 


Crowe and Broyles‘ do not advocate surgery when the 
growth has invaded cartilage, muscles or glands; in such 
cases they use irradiation only. Laryngectomy is chosen for 
intrinsic lesions when the anterior commissure is involved or 
the vocal cord fixed. They report disappointment in their 
end-results, due, they believe, to improper selection of cases. 


Although these opinions indicate considerable divergence, 
there is fairly definite agreement that laryngectomy consti- 
tutes the best hope of cure in most cases of intrinsic carci- 
noma of the larynx. The disagreement and uncertainty con- 
cerns chiefly the least advanced and the most advanced cases. 
The less radical procedure of laryngofissure is advocated by 
some for the former, with the hope that it will control the 
situation without subjecting the patient to the disability 
entailed by total loss of the larynx. The disagreement as to 
the most advanced cases seems to arise from the question of 
whether the results to be expected justify subjecting the 
patient to such formidable surgery. 


It is certain, of course, that when laryngectomy is per- 
formed on any considerable number of patients with exten- 
sive, advanced extrinsic lesions, the total end-results are 
going to be much less favorable than when the operation is 
limited to intrinsic growths. Favorable statistics scarcely 
represent sufficient reason for denying these patients the one 
chance that may be given them of relieving them and pro- 
longing their lives. 
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Although many advocate only irradiation for this type of 
case, there is no conclusive evidence that it produces results 
as satisfactory as those of laryngectomy. Lenz,’* who dis- 
cusses the situation from the standpoint of the radiologist, 
states that Roentgen treatment of cancer of the larynx is a 
serious undertaking; the reaction to it is severe and is not 
tolerated by all patients. Debilitated patients may not be 
able to withstand treatment and the serious reaction which 
follows it. In such patients, dosage is often reduced, and 
failure results. He states that total laryngectomy should be 
given every consideration in advanced intrinsic lesions, and 
that in far advanced cancer when cartilage and soft tissues 
have been invaded, total laryngectomy followed by irradia- 
tion may still save some patients. He, a radiologist, advo- 
cates total laryngectomy with irradiation in the same type 
of case that many laryngologists recommend should be treated 
by irradiation alone, perhaps because he realizes better than 
they the limitations of radiation treatment. 


In this connection, a report by Brunschwig” is interesting. 
In five patients with advanced extrinsic carcinoma of the 
larynx in which irradiation had failed to control the growth, 
radical surgical excision, encompassing the limits of the 
growth, was carried out as a palliative measure. One patient 
died of hemorrhage 40 days after operation. Three others 
survived one year, 18 months, and six months, respectively. 
One patient was living without recurrence four years after 
the operation. This report substantiates our opinion that 
radical operation may be worthwhile and deserves a trial, 
even in extremely advanced cases of extrinsic carcinoma. 


Although the results reported in this series are not what 
we might wish for in treatment of carcinoma of the larynx 
by laryngectomy, it appears that they justify a more hopeful 
attitude toward this condition than is held by many otolo- 
gists. It is hoped that this report may stimulate others to 
reconsider the problem of treatment of laryngeal cancer, par- 
ticularly in éarly intrinsic growths and in the most advanced 
lesions. 
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Summary and Conclusions: Cancer of the larynx presents 
a problem that is being met with increasing frequency in oto- 
laryngologic practice. In a study of the incidence of this con- 
dition, Jackson and Jackson"* felt that the conclusion is 
warranted that there is a small but progressive increase from 
year to year. They state that about one person in every 100 
dies each year and about one in every 100 deaths is due to 
cancer. About one of every 100 cancer deaths is from cancer 
of the larynx. In addition to continuous study and discussion 
as to the most effective methods of treating this condition, oto- 
laryngologists also must assume great responsibility in reha- 
bilitation of its victims and in educating the public regarding 
the disease, particularly regarding the significance of the 
symptom of hoarseness, so that earlier diagnosis and treat- 
ment may be possible. With present knowledge, this offers 
best hope of improving the results. 


A series of 45 cases in which laryngectomy was performed 
is reported. Two operations were done for extensive chon- 
droma of the larynx. The remaining 43 patients had squa- 
mous carcinoma. There were no immediate postoperative 
deaths. Twenty-four cases of carcinoma were extrinsic, some 
of them extensive and advanced, and 19 were extrinsic. Two 
patients died of causes unrelated to cancer, and 12 died of 
recurrence within two years after operation. Thirty-one 
patients (29 with carcinoma) are living. Eleven patients 
with carcinoma have survived for more than three years, 


without recurrence. The longest survival period in this series 
is eight years. 


Preliminary training, which involves principally acquiring 
the ability to belch, is effective in helping the patient to 
develop a satisfactory esophageal voice after operation. Of 
24 patients who had this preoperative training, only four 
failed to develop a satisfactory voice. 
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THE EVALUATION OF COAGULATION TIME.* 


RoBIN Harris, M.D., 
Jackson, Miss. 


In approaching this subject I took the pulse of the South- 
ern Section by writing to several prominent otolaryngologists 
concerning their ideas of the value of coagulation time. 
Clark, of San Antonio stated unequivocally that he believed 
it of no value, but the hospital in which he works continues 
to use it as a routine. Steel, of Chattanooga: “I attach no 
value to coagulation time.” Shea said: “We do not find it of 
service, and the Baptist Memorial Hospital does not require 
the test.” McHenry, of Oklahoma City, Orr, of Nashville, 
Guyton, of Oxford, and Taquimo, of New Orleans, all thought 
it might be of some value in a medicolegal way. This may be 
a way of beating the devil around the stump but I take it that 
these men as well as many, many others have put very little 
thought on the subject and are willing to let well enough 
alone. No subject, it seems to me, is worth while in a medico- 
legal manner unless proven by scientific facts. 


In 1928, I reviewed the ear, nose and throat cases that I 
had operated on in the Marine Hospital of Memphis and the 
Veterans Hospital in Memphis. There were 8,700 of these 
cases in which coagulation time, bleeding time, blood pres- 
sure and Wassermann had been made prior to operation. Of 
this 8,700, I could not find that coagulation time told me in 
one instance whether the patient was apt to bleed postopera- 
tively. It could hardly be a coincidence that I had to return 
to the hospital to stop postoperative bleeding in only one 
patient whose coagulation time was above four minutes, and 


72 times for patients whose coagulation time was four min- 
utes or less. 


I would like to cite as an illustration two patients operated 
on this year, both having had submucous resections: 


The first, E. B. W., a young outdoor worker, 30 years of 
age, whose coagulation time was reported to me when I 
*Read before the Southern Section of the American Laryngological, Rhi- 


nological and Otological Society, Jan., 8, 1944. 


Editor’s Note: This ms. received in Laryngoscope Office and accepted far 
publication, Nov. 8, 1944. 
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entered the operating room as being 11 minutes or more by 
the ordinary pipette method. The technician said that she 
had taken the blood from a vein, and that it was 17 minutes 
and still not finished. I notice by the finished chart that the 
coagulation time is given, “venous, 25 minutes.” This patient 
had practically no bleeding at the time of operation, which 
was this same day; there was practically no oozing during 
the day of operation and there was much less than the aver- 
age bleeding when the packing was removed from the nose. 
There was no bleeding after the patient left this hospital, 
which was within 48 hours. 


The second patient was a candidate for aviation school but 
had been turned down until a badly deviated septum was 
corrected. I notice by the hospital record that the coagula- 
tion time was four minutes and the bleeding time 45 seconds. 
I did not know this at the time of operation because I never 
look to see what the coagulation time is. Now, this patient 
bled a little more than usual at the time of operation and con- 
siderably during that day and that night; not enough to be 
alarming, but constant oozing from nine o’clock in the morn- 
ing until about eleven at night, so I removed the packing 48 
hours after operation, in one side only, because there was 
more bleeding than I usually encounter. After 48 hours more 
I removed the packing from the other side and had to use 
adrenalin several times to stop the bleeding which was more 
than 500 cc.; however, there was no trouble after the bleed- 
ing was finally stopped, and the young man had an unevent- 
ful recovery. 


CONCLUSIONS. 


1. In my opinion coagulation time is not only worthless but 
puts patients to an unnecessary expense in all hospitals where 
coagulation time is required as a routine. 


2. Any unnecessary expense is an imposition on the patient 
who already has too many extras added in the hospital. 


3. From a medicolegal standpoint, coagulation time is un- 
necessary because it has not been proven of value. 


THE AMERICAN OTORHINOLOGIC SOCIETY 
FOR THE ADVANCEMENT OF 

PLASTIC AND RECONSTRUCTIVE SURGERY, INC. 

At the Second Annual Meeting of the American Otorhino- 
logic Society for the Advancement of Plastic and Recon- 
structive Surgery held Nov. 10, 1944, the following officers 
were elected for the year 1945-1946: 

President: Dr. Morris S. Bender, New York. 

Vice-President: Dr. Alfred Schattner, New York. 

Secretary: Dr. Jacob Daley, New York. 

Treasurer: Dr. Benjamin H. Shuster, Philadelphia. 

Board of Directors: Dr. Matthew S. Ersner, Philadelphia; 


Dr. Nathan A. Bolotow, Providence; Dr. John P. Baker, New 
York. 


THE AMERICAL LARYNGOLOGICAL, RHINOLOGICAL 
AND OTOLOGICAL SOCIETY, INC. 

The Section Meetings of the American Laryngological, 
Rhinological and Otological Society, Inc., are scheduled as 
follows: 

Eastern Section—Friday, Jan. 12, 1945—Philadelphia. 

Southern Section—Monday, Jan. 15, 1945—Charlotte, N. C. 

Middle Section—Wednesday, Jan. 17, 1945—Indianapolis. 


Western Section—Saturday and Sunday, Jan. 27-28, 1945— 
Los Angeles. 


The Annual Meeting of the Triological Society will be held 
at The Drake in Chicago on Monday and Tuesday, May 28 
and 29, 1945. Annual meetings of the American Laryngo- 
logical Association, the American Broncho-Esophagological 
Association and the American Otological Society, Inc., will 
continue for the remainder of the week. 

Due to the exceptionally heavy demand for guest rooms, it 
is necessary to make reservations as far in advance as pos- 
sible. Please advise the hotel the time and date of departure. 


CASSELBERRY AWARD OF THE 
AMERICAN LARYNGOLOGICAL ASSOCIATION 


A sum of money having accrued from the Casselberry Fund 
of the American Laryngological Association, a prize will be 
offered in 1945 for original investigation in the art and science 
of laryngology or rhinology. Theses must be in the hands of 
the Secretary, Dr. Arthur W. Proetz, 1010 Beaumont Building, 
St. Louis 8, Mo., before March 1, 1945. 


DIRECTORY OF 
NATIONAL OTOLARYNGOLOGIC SOCIETIES. 


AMERICAN OTOLOGICAL SOCIETY. 
President: Dr. Gordon Berry, 36 Pleasant Street, Worcester, Mass. 
Secretary: Dr. Isidore Friesner, 101 E. 73rd Street, New York. 


AMERICAN LARYNGOLOGICAL ASSOCIATION. 
President: Dr. Charles J. Imperatori, 108 E. 38th Street, New York. 
Secretary: Dr. Arthur W. Proetz, Beaumont Building St. Louis. 
AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL 
SOCIETY, INC. 


sts Dr. Albert C. Furstenberg, University Hospital, Ann Arbor, 
ich. 


— Dr. C. Stewart Nash, 708 Medical Arts Building, Rochester, 


SECTIONS: 
Eastern—Chairman: Dr. Oram R. Kline, 414 Cooper Street, Camden, N. J. 
~~ Dr. Verling K. Hart, 106 W. 7th Street, Charlotte, 
N. Car. 
Middle—Chairman: Dr. Carl H. McCaskey, 608 Guarantee Bldg., Indian- 
apolis, Ind. 
Western—Chairman: Dr. Aubrey G. Rawlins, 384 Post Street, San 
Francisco, Calif. 
AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, 
SECTION ON LARYNGOLOGY, OTOLOGY AND RHINOLOGY. 
Chairman: Dr. Louis H. Clerf, 1530 Locust Street, Philadelphia. 


Secretary: Dr. Fletcher D. Woodward, 104 E. Market Street, Charlottes- 
ville, Va. 


Place: New York, N. Y. 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND 
OTOLARYNGOLOGY. 
President: Dr. Lawrence T. Post, 508 N. Grand Boulevard, St. Louis. 
President-Elect: Dr. Gordon B. New, Mayo Foundation, Rochester, Minn. 
Executive Secretary: Dr. William L. Benedict, Mayo Clinic, Rochester, 
Minn. 
AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION. 
President: Dr. Carlos E. Pitkin, Carnegie Medical Building, Cleveland, 
Ohio. 
Secretary: Dr. Paul Holinger, 700 N. Michigan Avenue, Chicago. 
LOS ANGELES SOCIETY OF OPHTHALMOLOGY AND 
OTOLARYNGOLOGY. 
President: Dr. M. E. Trainor, 523 W. 6th, Los Angeles. 


Vice-President: Dr. Kenneth Brandenburg, 707 Security Building, Long 
Beach, Cal. 


Secretary-Treasurer: Dr. Orrie E. Ghrist, 210 N. Central, Glendale, Cal. 
Committeewoman: Dr. Etta C. Jeancon, 523 W. 6th Street, San Francisco. 


Place: Los Angeles County Medical Association Building, 1935 Wilshire 
Boulevard, Los Angeles. 


Time: 6:00 P.M., fourth Monday of each month, September to May, incl. 
AMERICAN OTORHINOLOGIC SOCIETY FOR THE ADVANCEMENT 
OF PLASTIC AND RECONSTRUCTIVE SURGERY. 

President Dr. Romeo A. Luongo, 2054 Locust Street, Philadelphia. 
Secretary: Dr. Jacob Daley, 104 East 40th Street, New York. 
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Central Institute for the Deaf 


NATIONAL RESIDENTIAL AND DAY SCHOOL 
FOR THE DEAF AND DEFECTIVES IN SPEECH 


Approved by Advisory Council of Foremost Ear Specialists and Educators 


New fire-proof buildings beautifully located opposite Forest Park. Modern Dormitories 
and Equipment. Best home environments. Pupils constantly in care of teachers or 
experienced supervisors. 


ORAL SCHOOL FOR DEAF CHILDREN 


C. I. D. offers all advantages of exclusively Speech Training and expert medical 
supervision for both Resident and Day Pupils. 
Nursery School (2 years of age) through the Elementary Grades. 


ACOUSTIC TRAINING FOR CHILDREN WITH RESIDUAL HEARING 


Salvaging of Residual Hearing is a specialty of C. 1. D. The Acoustic Method was 
created here. Group and individual hearing aids used for class instruction at all 
grade levels. 


LIP-READING INSTRUCTION 
Private and Class Instruction for Hard-of-Hearing Adults and Children, 
Conversational! Classes for advanced pupils. Speech conservation stressed. 


CORRECTION OF SPEECH DEFECTS 


Private and Class Instruction for children with normal hearing and delayed speech or 
defective speech. 
Resident and Day Pupils (2 years of age through Elementary Grades) 
Private Instruction for Adults. 
Correction of Imperfect Phonation, Imperfect Articulation, Aphasia, Stuttering. 


TEACHERS TRAINING COLLEGE 


Two years of Training following a professional curriculum for applicants with adequate 

college qualifications. Graduates qualify for degrees of Bachelor of Sclence in Education 

or Master of Science in Education from Washington University. Graduates prepared to 
teach both the deaf and speech defective. 


Dr. Max A. GoLpstein, Founder - Miss JuLia M. Connery, Principal Emeritus 
For further information address 
Dr. HELEN ScHICK LANg, Principal 


818 S. KINGSHIGHWAY 10, ST. LOUIS, MO. 
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